INTRODUCTION
For most parents, the extremely premature birth of their baby is an unexpected and shocking event. 1 Although parents may have taken the time during pregnancy to learn about normal delivery and parenting, they are usually completely unprepared for the events and issues that face them after the delivery of an extremely tiny, high-risk infant. The dream of a happy birth and healthy baby has suddenly been taken away from them; the baby may or may not live and requires life support in a neonatal intensive care unit (NICU). The parents may feel overwhelmed by the NICU environment, by unfamiliar medical terminology, and by their own intense feelings. They may even be in shock and unable to remember what has been explained to them. 2 Indeed, we have, in an earlier study, found that some parents denied ever having been spoken to by the specialists when the conversation actually did happen and was recorded on audio cassette tapes. 3 Whether or not their baby follows a typical NICU course, the parents usually have no grounds for comparison, and no context in which to understand their baby's current condition, treatments, or prognosis. As a result, the nurses and neonatologists have, at least initially, the full responsibility for explaining prematurity in general as well as the specific condition of the individual baby.
Most parents will need to know, as quickly as possible, their baby's chance of survival. Once this has been explained, the context of their baby's survival is needed, an overview of what happens in the NICU, and a general idea of what to expect in the coming weeks. Doctors and nurses may need to anticipate the desire for information because parents often don't know enough to know what questions to ask. Staff will need to be able to interpret the underlying anxieties that the parents may find difficult, at first, to verbalize. Other barriers to communication may include lack of time in consultations, contradictory messages from different members of the team, parent denial, and the lack of opportunity to review the information given. 4 Optimal communication and the full and open provision of information can reduce parents' sense of vulnerability and loss of control. Parents, like adult patients, want honest, unbiased, up-todate information about their baby's condition, the likely outcome, and the risks and benefits of different interventions. 5 They also need information in a form that they can review away from the emotionally charged atmosphere of the NICU.
OBJECTIVES:
To promote family -centered care and strengthen the process of informed consent it is essential that parents have access to information on the problems their baby may face. We have constructed an Outcome by Gestation Table ( OGT ) with information on survival, short -term complications plus treatments of the most recent cohort of babies born at different gestations from 23 to 28 weeks. This study documents the views on the table from parents of babies < 29 weeks gestation, neonatal nurses, and doctors.
STUDY DESIGN:
A copy of the OGT and a questionnaire seeking views regarding the OGT was sent to the parents' support group ( Preemie -List ) , 71 randomly chosen perinatologists in Australia and to the 35 nurses working in our NICU. Differences between groups were analyzed using 2 analysis.
RESULTS:
Forty -eight parents participated in the study. Forty -three ( 60.5% ) doctors and 24 ( 68.5% ) neonatal nurses replied. The three groups agreed that the OGT is not misleading. The majority of doctors feel that the table: is easy to understand but has too much information; is useful but they are ambivalent about using it in their practice. The results were highly significant with parents being most positive and accepting of the OGT, next nurses and finally doctors.
CONCLUSION:
It is important to seek the views of both consumers and carers on any aid in communication in the NICU. Journal of Perinatology 2000; 20:504 ± 508.
Original Article
Veteran NICU parents have proposed principles for familycentered neonatal care 1 that recognise the parents and family as the constant in a child's life and seek to empower parents with information and support. To promote family-centered care in NICU, it is essential that we give parents the opportunity to be aware of the likely problems that their baby may face. In clinical practice a major problem for parents is not being supplied with consistent and realistic information and advice by obstetricians, midwives, and neonatologists. We can promote effective communication by ensuring that whatever was said was both evidencebased and available for parents and team members to look at again.
We have constructed an Outcome by Gestation Table ( OGT) based on information obtained from babies <29 weeks' gestation born in 50 NICUs (Medical Data System in North America 6 ). This  table   7 contains information on the survival rate and short-term complications and treatments of the most recent cohort of extremely preterm babies. The OGT provides in a simple format the likely nature of the complications occurring at different gestation of extreme prematurity. We also propose that the parents be given a page containing the 11 comments concerning the use of the OGT.
This study documents the views on the OGT from three groups of people: parents of babies less than 29 weeks' gestation, neonatal nurses, and doctors.
METHODS
A copy of the OGT (please see Appendix) and a questionnaire seeking views on eight aspects regarding the table was sent to 71 neonatologist/perinatologists in Australia chosen randomly from the 1998/1999 Directory of NICUs in Australia and to the 35 nurses working in the NICU, Kirwan Hospital for Women. We also posted the questionnaire and a copy of the table on Preemie-List (Preemie-L). Preemie-L is a parent support group for parents of babies born less than 33 weeks' gestation: http:/ /www.preemie-l.org/.
The list was started and is managed by Gary Hardy and Anne Casey, parents of Vincent, a 26 weeks' gestation baby. We requested parents of babies less than 29 weeks to participate. We did not ask for demographic or clinical details of the babies. Although there are 500 subscribers to the list only 80 are regular contributors. Respondents were asked to indicate whether they agreed with, disagreed with or were uncertain about eight statements concerning the OGT (see Table 1 ). The results are expressed as percentages of respondents choosing each response option. Differences between groups were explored using -squared analysis. For these analyses, responses were collapsed into two categories to increase cell numbers: agree versus disagree or uncertain for items 1, 3, 4, 6 to 8; disagree versus agree and uncertain for items 2 and 5. Significance was set at p<0.05. 
RESULTS
Forty-eight parents from Preemie-L, 43 (60.5%) doctors and 24 (68.5%) neonatal nurses completed the survey. Differences between the three groups were highly significant (see Table 1 ). In contrast with the doctors, the majority of parents and nurses were in favor of the OGT. Parents and nurses agreed that the information was frightening, but important for parents to know. They agreed that a copy of the OGT should be left in the notes and that presentation of the table should include a follow-up meeting. Parents expressed interest in being given a copy of the table and nurses expressed interest in using the table with parents. Physicians, parents and nurses all agreed that the table is not misleading.
DISCUSSION
Nowhere in medicine is the doctor±patient relationship more challenging than in the NICU. The parents, surrogates for the infant patient, are often overwhelmed by the unexpected crisis of their child's preterm birth. They are unfamiliar with the language and environment of the NICU, which they must try to assimilate amid concern and shock for a baby they assumed would be born normal and well. The health professionals who counsel them need to be skillful communicators who are willing to take the time and effort to involve the parents in a genuine partnership. Our table is designed to ensure that doctors and other professionals counselling parents in such situations give consistent and accurate information about survival and short-term outcome. 8 The majority of doctors and nurses responded to our request for their views on this aid in communication. Analysis of the results show them to be highly significant with parents being most positive and accepting of the table, next nurses, and finally doctors. Interestingly 36% of the nurses and 33% of the doctors versus 15% of the parents agreed that the OGT might be misleading.
The majority of doctors feel that the table is easy to understand but has too much information. The majority of doctors feel that the table is useful, but they are ambivalent about using it in their practice. It is of interest that 21% of doctors disagree with the suggestion that a copy of the table should be left in the baby's notes so that other health care providers couldknow whathad been said. Wewould have thought that such a table could promote consistency in the information given to parents by different members of the perinatal team.
The majority of parents find the OGT easy to understand, not misleading, and not containing``too much'' information. Although the information in the table is frightening to some parents, most say they would still rather have this information.
Our data need to be interpreted with some caution. In this study we sought the views members of the Preemie-L listserv who are parents having had extremely premature babies in the NICU. As these parents are computer literate it is valid to argue that the parent sample may not accurately represent all parents in NICU. However, the enthusiastic response from our sample is sufficient to indicate that such a chart is needed by, at the very least, a vocal minority, and should be made available. Indeed, the responses in our study are similar to data from adult medicine showing that physicians frequently underestimate the amount of information their patients (or families) want. 9 It is possible that parents with babies currently in NICU may have a different view of the OGT. We are currently doing a prospective trial to determine how widely this chart is wanted among the general parent population in the NICU. We intend to analyze parental responses according to gestation and the outcome (survival and morbidities) of their babies in NICU. The views of the nurses were strikingly different from those of the perinatal doctors and more in tune with those of the parents, a finding similar to those reported in our study on attitudes toward audiotaping of the conversation between parents and neonatologists. 3 This comparison has to be interpreted with caution because the nurses worked in the same NICU as the neonatologist involved in this study and may therefore not be representative of other nurses in Australia. As mentioned in our original paper on the OGT, 7 local populationbased NICU data should be included so parents of current or prospective babies might honestly know what the nursery's outcome was compared to a regional or national survey.
We propose that the OGT be used as an aid in promoting parents/ professional partnerships in the NICU. The table should always complement, rather than replace, other forms of honest and caring communication between staff and parents. 2 This study also shows that parent/professional partnership in neonatal research may provide useful information on ways to improve clinical practice. We must continue to seek comments from parents and health care providers to rigorously evaluate both the short and the long-term impact on the parents and health professionals of such aids in communication. 5 
APPENDIX
Neonatologists should initially counsel parents regarding the likely outcome and then ask for their consent to be provided with such a table. We suggest that other hospitals with big NICUs might create such a table from their own recent data and the database that is most applicable to their population. The individual NICU data could be incorporated into our table so that parents can compare with a larger cohort of babies. The neonatologist should document the date, time, and duration of the conversation, the names of the parents and the people present during the conversation, and the key points shared with the parents. A copy of the completed form with the table is then given to the team member in charge of the parent/baby for insertion into the patient's file.
It is suggested that the parents are informed and given a copy of the following points concerning the use of the OGT.
o Outcome of the baby depends on many factors not all of which are obvious and include infection, maternal and fetal health. o The estimates in the table are based on babies who survived to be admitted to the NICU: thus the survival for all babies born are lower because some babies cannot be resuscitated at birth. o A reasonable easy to remember guide is that the survival rate is about 40% for all 24 weeks' gestation babies born, 50% for all 25 weeks' gestation babies, 60% for 26 weeks babies, 70% for 27 weeks and 80% for 28 weeks. o As the baby's situation changes there will be continuing honest communication between the parents and the doctors/nurses/ other team members.
o Parents should be encouraged to feel comfortable to contact their neonatologists for further discussions. o All efforts will be made to ensure that the baby is kept comfortable whilst receiving intensive care. o Every baby is an individual and the parents need to realise that their baby may be different from the average. The table is to share with parents risk factors that need to be understood within the unique context of the child and family. o Babies born at 25 weeks and less are at high risk of death, a long tortuous journey, and disability. There are, however, some babies born at 24 and 25 weeks who seem to be developing normally. o For the individual baby, the prognosis can change with time.
Firstly they have to survive being born and resuscitated, then the first few hours. If they survive the first 3 days without major problems then their outcome is much better. Table. o There are situations where withdrawal of life support may be appropriate and humane. The views and wishes of the parents are of paramount importance. o Extremely premature babies who have normal brain scans and who are regarded as normal at follow-up by clinicians may still have cognitive, motor, sensory, emotional, and health deficits.
